In conclusion, I have no requests for clarifications for the rationale of the trial as well as for more details relating to the methods and analysis. 
REVIEWER

GENERAL COMMENTS
This is an excellent protocol description of a well-designed pragmatic, cluster-randomized, stepped-wedge design testing the effects of a primary palliative care education, training and technical support intervention for emergency medicine patients. Overall the study is well-designed. However, the intervention description is inadequate to really describe what they are doing and to demonstrate a clear link to their chosen outcomes. I was unable to locate a description of the intervention and was unable to evaluate the extent to which the REAIM framework is appropriately addressing key implementation outcomes. For example, what REAIM outcomes address clinical decision support and audit and feedback? this information should be available in the paper. Furthermore, it is unclear how 35 hospitals are going to train their ED clinicians to implement PRIME ER. How will quality of the training be evaluated? One of the major limitations of the study is the use of gross measures (hospital admission,ICU admission, hospice referral) unlinked from patient preferences as a proxy for "goal concordant care". The design has capacity todemonstrate differences between patients who did and did not receive the intervention, but within each group, cannot differentiate whether an individual patient wanted or did not want hospitalization, ICU care, or hospice. Use of admin data is a strength, but assessing goal concordance is not possible at this level. In addition, use of dichotomous variables for ICU admission, hospice, etc. minimizes valuable information that could be collected from continuous variables (days in ICU or days in hospice).
VERSION 1 -AUTHOR RESPONSE
Reviewer #1
1. Reviewer #1 summarized that they had no request for clarification for the rationale of the trial as well as for more details relating to the methods and analysis Response: We thank Dr. Cotogni for his positive comments and for his time in reviewing our manuscript.
Reviewer #2
1.
However, the intervention description is inadequate to really describe what they are doing and to demonstrate a clear link to their chosen outcomes. I was unable to locate a description of the intervention and was unable to evaluate the extent to which the REAIM framework is appropriately addressing key implementation outcomes. For example, what REAIM outcomes address clinical decision support and audit and feedback? This information should be available in the paper.
Response: We have added a section to the manuscript entitled "Description of the Intervention," on pages 8-9 that outlines in greater detail the four intervention components. Additionally, we have included a table that elaborates on each intervention component even further. This table (Table 1) includes the intervention component, the actors they will impact, the target purpose, timing of delivery and the dose of each intervention component.
To address, Reviewer #2 comment regarding the RE-AIM framework we have updated our originally labeled Table 4 (now Table 5 pg. 16), "Re-AIM Evaluation Framework for Implementation Research by Intervention Component," to provide further clarity on which intervention component is affected by which RE-AIM Implementation Outcome. We believe demonstrated in this updated fashion will provide clarity.
2.
Furthermore, it is unclear how 35 hospitals are going to train their ED clinicians to implement PRIME ER. How will quality of the training be evaluated? Response: We included "Dose," data in Table 1 , to provide further details regarding how the delivery of each intervention component will be rolled out among the 35 clinical Emergency Departments. As these intervention components have been previously adapted we have cited the literature that explains in greater detail the development of the education components. In terms of quality, we have provided information in the text on (pg. 8), outlining how we will ensure intervention fidelity. This includes the fact that the in-person sessions will be conducted by a national group of emergency medicine physicians who have been previously trained in a 6-day course on delivering communication training around serious illness to faculty. Additionally, in Table 2 (formerly Table 3 ), "Independent Outcome Variables," we also explain that the NYU Program Manager will be assessing Implementation Quality as they will be observing the implementation of intervention components. 3.
One of the major limitations of the study is the use of gross measures (hospital admission, ICU admission, hospice referral) unlinked from patient preferences as a proxy for "goal concordant care". The design has capacity to demonstrate differences between patients who did and did not receive the intervention, but within each group, cannot differentiate whether an individual patient wanted or did not want hospitalization, ICU care, or hospice. Use of admin data is a strength, but assessing goal concordance is not possible at this level. In addition, use of dichotomous variables for ICU admission, hospice, etc. minimizes valuable information that could be collected from continuous variables (days in ICU or days in hospice).
Response: The authors firstly included more information in our Objective section (pg. 5), outlining and citing the current body of literature, relevant gaps, and details regarding why these outcome measures were selected. The goal of this funded research study is to test the effectiveness of a systems-based intervention in 35 Emergency Department settings across the country varying in different geographical and contextually diverse settings, in an effort to shift the clinical practice paradigm for emergency care of seriously ill older adults. We are aiming to better understand how a system level intervention will holistically impact health care utilization and what contextual factors will impact the degree of change that occurs. This information is elaborated upon, on pages 5-6 within our Objectives section.
Evidence from the literature, and our own work on ED-based palliative care, shows clearly that palliative care increases goal-concordant care and improves quality of life. For this reason, we did not feel that another explanatory trial of palliative care investigating these outcomes was appropriate or would add to the literature. This study was instead designed as a pragmatic trial, with relevant outcome measure that could be easily ascertained using administrative data. We chose our outcomes based on preliminary data from our previous CMMI demonstration grant that showed a reduction in hospitalization for older adults seen in the ED after implementation of primary palliative care education and training. Our objective in this trial is to test whether this system level intervention will impact health care utilization in a more diverse group of EDs, and what contextual factors will impact the degree of change that occurs. Additionally, outlined within our Outcome Measures (pg. 10) and Data Analysis (pg. 13), we have provided a justification regarding why specific measures were chosen.
